Introduction

Results
Histopathologic and immunocytochemical features: By light microscopy, the tumors in all our cases consisted of circumscribed but not encapsulated intradermal proliferations of variously-sized tubules and ducts embedded in a sclerotic stroma (Figures 1 and 2 ). Many of them were lined by a double layer of cells. The outer layer composed of flattened myoepithelial cells. The inner cells were cuboidal to columnar and formed in most lumens papillary projections. Squamous metaplasia was also noted in one case. Cytologically, the cells showed mild to moderate nuclear atypia. Mitotic figures and single cell necrosis were noted. An intact myoepithelial layer was evident on H&E-stained sections of all four cases and this was further confirmed by immunohistochemistry for P63, which was performed on two cases (Cases 2 and 3), and revealed strong positive reaction in outer layer ( Figure   3A ). Ki-67 staining was performed on one case (Case 3) and was positive in at least 30% of neoplastic cells ( Figure 3B ).
Various diagnoses ranging from papillary eccrine adenoma, carcinoma in situ, and carcinoma were rendered by different pathologists or dermatopathologists (Table 2) .
Discussion
Since the introduction of the concept of carcinoma in situ in 1932 [1] , although rare cases of adenocarcinoma in situ of the skin have been reported [2] [3] [4] [5] [6] , adenocarcinoma in situ of the skin as a concept and as a diagnostic category has not been
Case 3
The patient was a 43-year-old male, who presented with a 1.4 cm lesion on his right index finger. The lesion was excised and reported as papillary eccrine carcinoma in situ.
Subsequently the patient requested a second opinion from two dermatopathologists from two separate institutions, who both interpreted the lesion as aggressive digital papillary adenocarcinoma.
Case 4
The patient was a 68-year-old female with 1. We believe that lesions reported under the term papillary eccrine adenoma are not adenoma but PACIS. In 1977,
Rulon and Helwig described an identical lesion but named it for the first time "papillary eccrine adenoma" [12] . They reported on 14 cases of distinctive cutaneous glandular established [7] [8] [9] . Conceptually cases of adenocarcinoma in situ of skin must exist. The four cases presented here, in our opinion, are such examples. These lesions show cytological "In several cases, the authors have noticed that a constant feature is the presence of a recognizable myoepithelial cell layer around the glands and sometimes at the peripheral of the cystic-papillary areas. Invasion into the stroma is sometimes seen and no myoepithelial cells are present in the invasive foci. On the contrary, the authors have encountered a case in which the whole lesion was endowed with a peripheral myoepithelial cell layer consistent with the concept of carcinoma in situ" [37] . In our opinion, this is probably the first time adenocarcinoma in situ was ever mentioned in the acral location.
Is PACIS eccrine or apocrine origin? Rulon and Helwig thought it of eccrine origin [12] , while Denianke and Ackerman of apocrine origin [33] . Other authors pointed out a bimodal differentiation, to wit, originating from both apocrine and eccrine (apoeccrine) origin [38] . We believe that PACIS can derive from eccrine as well as apocrine glands.
Currently there are no reliable histological or immunocytochemical features that can distinguish it for sure. For practical purposes, there is really no need to distinguish them. It does not matter clinically whether it is of eccrine or apocrine origin. It should be treated the same way, namely, simple complete but conservative excision. Thus, we would suggest using the term PACIS without using either of the modifiers eccrine or apocrine.
